Objective: To describe the profile of premature newborns participating in the Kangaroo Mother Care Program and the data from, and to verify possible correlations between these descriptive data.
Introduction
The Kangaroo Mother Care Program (KMCP) was pioneered in Colombia in 1978 and allows clinically stable preterm infants to be discharged from hospital early and be given outpatients follow-up. 1 Since then it has been implanted in many countries [2] [3] [4] [5] and can be employed as an alternative to technology or as a facilitator of mother-child bonding. 1 Although it is applied in a variety of manners, skin-to-skin contact is universal and is used as a synonymous to the method.
In Brazil the method was first used in Santos and Recife at the start of the nineties, 6, 7 but it was only in 1999 that the Health Ministry (HM) regulated it. 8 The KMCP in Brazil 9 is a systematized initiative that combines intervention proposals aimed at development. 10 The method combines control of adverse environmental stimuli with babies positioning. The principal differentiating factors in the care given the preterm infants are the mothers participation in day-to-day care of the newborn and the skin-to-skin contact. The support team work to improve the self-confidence and competence of the parents, enabling a more positive interaction between them and the child. 1, 2, 9 34 Jornal de Pediatria -Vol. 82, No. 1, 2006 Profile of premature babies in a KMC Program Penalva O & Schwartzman JS
The majority of studies have focused on KMCP as a method of neonatal management, 2, 4, 6, 9, 11 with little attention being paid to the method as a technique for intervening in the development of the preterm infants. 10, 12, 13 Bearing in mind the variety of applications for KMCP in different countries, its recent systematization in Brazil (1999) The final sample comprised 70 children, 90% born at the HGIS and the remainder transferred at 1 day of age.
Twenty-two of them were twins and 39 were male.
Gestational age varied from 27.7 to 34.5 weeks, birth weights from 1,050 to 2,295 g and ages from 5 to 34 months. Fifty-eight children were followed-up until at least their first birthday.
Information was recorded on social, perinatal and nutritional parameters in addition to data on breastfeeding and outpatients follow-up. Functional and descriptive categories were adopted for motor development.
The variables studied and the quantitative data for the study sample are shown in Table 1 . Bivariate analysis was performed using the Spearman Rank Order Correlation Coefficient, with significance starting at 95% (p < 0.05).
The characteristics of the sample did not allow for multivariate analysis. The length of mother-baby hospital stay on continuous skin-to-skin contact was 11.5 days. Six (8.6%) babies aged 24 to 49 days were readmitted to the NICU during second stage, due to apnea.
Exclusive maternal breastfeeding began at 18.6 days at a mean weight of 1,611 g and GA of 35.3 weeks.
At hospital discharge weight was 1,734 g, age 29 days and corrected GA was 36.4 weeks.
At hospital discharge 85.7% of the newborns were being exclusively breastfed, 2.9% were being breastfed with supplementation using expressed breastmilk by cup, and 11.4% went home being fed with breastmilk plus formula. supplements gained more weight. These children, however, spent almost twice as long in the NICU than the remaining children. During outpatients follow-up, weight gain was 32 g/day.
During the third stage, 19% of the patients were readmitted for many reasons: bronchiolitis, diarrhea, phototherapy, transfusion and herniorrhaphy.
The number of outpatients consultations varied from 2 to 15 (mean of 7.9). The length of outpatients follow-up was 52 days.
On discharge from the KMCP, weight was 3,264 g, and age oscillated from 29 days to 3 months and 21 days.
At discharge from the KMCP, 78% were on exclusive breastfeeding, 14% were being breastfed and given supplements and 8% were on formula. infections were more common in this subset and these babies spent longer in the NICU and began the KMCP later.
All of these findings were statistically significant (p < 0.05). 
Discussion
We compared our descriptive results with published data and also from two important reference centers for KMCP: the Instituto Materno-Infantil de Pernambuco (IMIP) 6 and the Clínica del Nino (CdN) in Bogota (Colombia). 9, 16 Table 3 contains data from the three KMCP centers.
We observed a difference between the 8 g/day weight loss at the HGIS and the 5.9 g/day weight gain at the IMIP, although BW was heavier, GA was lower at the HGIS, compared with the IMIP. We identified a significant negative correlation between GA and weight gain at the NICU, and also that babies with lower GA spent longer time in intensive care, which could explain this difference.
The difference in length of hospital stay on the KMCP at the HGIS (11.5 days) and the IMIP (19.4 days) could be explained by the lower BW of the babies at the IMIP. It would be corroborated by a significant negative correlation between BW and time on the KMCP.
There were six cases of readmission (8.6%) to our NICU during the second stage of the program due to apnea. In a study at the IMIP, readmission rates of 12%
were reported, with 9.5% requiring emergency interventions. The CdN reported that readmissions were similar in number to the control group.
There was no information on the age at which babies began exclusive breastfeeding at the IMIP or the CdN. The babies at the HGIS started exclusive breastfeeding with a mean age of 18.6 days and GA of 33.1 weeks, similar to a Swedish study (1999) with preterm infants 7 receiving conventional care, where exclusive breastfeeding began at 19 days with GA of 32.5 weeks.
Considering that this population at high risk of weaning, we observed elevated percentages of exclusive maternal breastfeeding at hospital discharge at both the HGIS and the IMIP. These rates are also comparable with the Swedish study 7 (80%). Note that the BW of the Swedish babies (2,074 g) was heavier than at the HGIS (1,565 g) and the IMIP (1,476 g), and that this may be an important differentiating factor. Readmissions during the third stage (19%) were not related to the KMCP, early discharge did not result in a greater number of admissions than would be expected for low weight newborn.
The majority of the children (83%) were followed up at the Development Clinic for a period of 12 to 49 months, 12 children younger than 1 year were lost to follow-up, which may have affected the final results on motor development.
We point out that, despite exhibiting the same profile as the remainder of the sample, these children were excluded from the final considerations. 18 with frequency rates that oscillate from 36 to 83%. 19, 20 The rate of tonus abnormalities (27.1%) observed in our study is inferior to indices reported in
literature. This appears to become more obvious when we compare our findings with data from Silva & Oliveira, 20 who found that 44% of 94 preterm infants receiving traditional care and with GA of less than 35 weeks had tonus abnormalities.
With respect of the development of the preterm infants on the KMCP, two studies returned conflicting results. In the first study 16 by the CdN, Griffith test was applied at 1 year of age, finding that the newborn on the KMCP were similar to the control group. In the other 10 KMCP with intermittent skin-to-skin contact for 14 days, they found superior results at Bayleys test at 6 months corrected age.
Cerebral palsy rates on follow-up researches vary from 1.6 to 29% and are inversely related to GA. 16 We confirmed that for our sample, the lower the GA, the higher the frequency of abnormal motor status and motor development delay, with statistical significance.
Lower BW, in turn, was also significantly correlated with increased frequency of abnormal cranial ultrasound findings and worse first and fifth minute Apgar scores. Gestational age and BW, therefore, were variables that can determine motor development. The possible influence of the KMCP on development in this study was restricted to a reduction in the rate of tonus abnormalities.
Both the descriptive data and the correlations found reassure that BW and GA are strong determinants for the preterm infants, guiding the application of the KMCP and influencing motor development.
Nevertheless, it appears to be out of the question that the KMCP offers a major contribution to preterm infants breastfeeding, when compared with other children receiving conventional care and general population.
We believe that this study has contributed to KMCP 
